On admission to Westminster Hospital (September 20, 1935) the positive physical findings were: Clubbing of fingers; dullness to percussion and moist rales at both bases posteriorly. Bronchography with lipiodol revealed bilateral basal bronchiectasis ( fig. 1 ). Mantoux Diecussion.-Dr. DONALD PATERSON said it was of interest that these children had been very little disturbed by the operation of lobectomy. The only one of the three children who had made a poor convalescence had very septic tonsils which gave trouble during the convalescent period. In future, part of the preparation for this operation would be attention to the nasopharynx. Too much stress could not be laid on postural drainage in these cases, and every modern hospital should be equipped with one or two Nelson beds. He had been disappointed in the child who had undergone the bilateral lobectomy, as a lipiodol examination since the operation showed that the lower portion of the left upper lobe, and the right middle lobe, showed signs of bronchiectasis. This meant that although the major part of the trouble had been removed surgically, sufficient damaged lung remained to make a permanent cure unlikely, and her sputum remained at 5 to 10 c.c. per day. More careful lipiodol investigation prior to operation would have revealed this fact, and possibly influenced one in urging operation.
Mr. C. PRICE-THOMAS: Recurrence of symptoms can to some extent be avoided by a careful pre-operative study of the lipiodol films. The lipiodol examination should be done for each lung separately. The whole of the bronchial tree on the side to be examined should be filled and antero-posterior and lateral films taken; a careful study of these films will not only demonstrate the extent of the bronchiectatic involvement, but it can also be seen if all the bronchi are filled.
It was found during operation in two cases of lower lobectomy that the lingular process of the left upper lobe was atelectatic, and the process was consequently removed in each case and found to be even more severely affected than the lower lobes themselves; it was only after operation that it was noticed that the corresponding bronchus had not been filled in either case. Dr. Paterson has raised the question of infected tonsils in these cases, and it is of course a sine qua non that sepsis in the upper air passages should be excluded and eliminated if present before operation. It is probable that upper air passage infection is responsible for the conversion of a dry into a wet, fcetid bronchiectasis.
Although gas-and-oxygen anestbesia by intratracheal method is the one commonly used, spinal anesthesia is finding more favour, even for children, 6 years being the age of the youngest patient. The incidence of " spill-over " infections as a result of operative interference is less, and the patient tolerates the procedure very well when it is supplemented by preoperative medication. Scoliosis will occur, especially in cases of pneumonectomy, unless care is taken, but the tendency is easily corrected and, with ordinary careful supervision by the nursing staff, should not occur. Pre-operative postural drainage on a Nelson bed is a great asset and its value cannot be too strongly stressed. It is far more efficient than bronchoscopic aspiration.
Artificial pneumothorax, as a pre-operative procedure, is not absolutely essential,but is a distinct advantage. It decreases the shock of opening the chest, and also, by allowing the lung to retract well, makes for greater ease, in that the upper lobe does not balloon into the operative field; a certain amount of secretion also is expressed. There has not been any complication to date arising from the pre-operative pneumothorax.
